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During the Life Safety portion of the survey
conducted on June 11, 2012, no deficlencles
were citad under 42CFR Part 482 Raguirements
for Long Term Care Facllitiss.
ABORATORY mascza*s OR PROVIDER/SUPPLTER REPRESENTATIVE'S SIGNATURE TITLE {¥8) CATE
e At RN b Dbonl b o812
a "

\ny deficlancy statement anding with an astariak {*) denotes a deflclancy which tha Inatitution may ba axcused from comecting providing It Is datarmined that
#har safaguarda provids sufficlent protection to the patients. (See instruetians,) Excapt for nursing homes, the findinge statad sbove are distlosabla 80 days
ollawing the date of survey whether or not e plan of corrgcilon is providsd. Far nursing hames, tha abova findings and plans of correcticn are dlaclaagble 14
inys following the date thase dacumants are made avaliebla to 1he facllty, I deficlancles ore clted, an approved plan of coraction Js requisita to continuad

rogram participation.
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